Dr. W. S. C. COPEMAN asked whether it was possible for this type of condition to arise as a sequel of third-generation syphilis. A case came before the Courts in which there was a great difference of opinion among experts.
If the possibility of third-generation infection was allowed, what was likely to be its clinical form in the majority of cases'?
Dr. WORSTER-DROUGHT (in reply) said that he would class the patient described by Dr. Parkes Weber as an early case of tabes, or, as Dr. Parkes Weber himself put it, he would regard him as a candidate for tabes later. The boy might possibly develop general paralysis instead of tabes, as the actual disease-process was the same, the difference depending upon whether the brunt of infection fell on the cord or on the brain; it was difficult in some cases to draw a hard-and-fast line between the two conditions. When optic atrophy was pronounced it was more likely that the case would be one of tabes rather than of G.P.I.
In reply to Dr. Copeman, he had never seen a third-generation case of tabes dorsalis, but he had seen one of congenital syphilis, so it might be possible for tabes to result in a thirdgeneration case. The case he had in mind at the moment was that of a family in which the grandfather had tabes, the son had disseminated choroiditis, optic atrophy and Hutchinsonian teeth, with a strongly positive Wassermann reaction, while the grandchild, aged 2, had a depressed nasal bridge, frontal bossing and other signs of congenital syphilis, with a positive Wassermann reaction, but, so far, no definite evidence of nervous involvement. G. C., AGED 6 years at death, had been under observation at The Queen's Hospital for Children since February, 1925. Besides the odd complaints from which she suffered it was always felt that some more important disease might be present. As her mother has active phthisis, T. B. was suspected, and as the child had severe headaches and seemed not to progress normally in mental development intracranial tuberculoma was thought of, but not localized. There was no other sign or symptom of intracranial disease, except a change in fat distribution and a certain amount of so-called sexual precocity, which became evident about January, 1926. A search was made for further evidence of pituitary disease, but no clue was discovered. The child always did well in hospital and at the convalescent home. The chief minor complaint was of an offensive vaginal discharge. She used to wake at night screaming with head pains.
Abscess in
In November, 1926, she had whooping-cough very badly, but although she became very weak she did not waste at all, but became even fatter and showed the puberty type of distribution of fat (see photograph).
In January, 1928, acute symptoms pcinted directly to intracranial disease, and T. B. meningitis was expected. Lumbar puncture did not confirm this diagnosis, but the patient died before further investigations could be made, January 31, 1928. There was no vomiting.
Five days before death there was slight papillcedema on the left side. Otherwise no C.N.S. alteration was discovered, except absent left upper abdominal reflex, noted by the H.P. a few hours before the child died. Post-mortem Report.-Brain: A large abscess is present in the right frontal lobe involving the whole anterior half of the right hemisphere. There is considerable flattening of the convolutions. The cavity abscess is about 3 in. deep by 2 in. wide and extends from the vertex to the orbital surface of the frontal lobes, where it almost comes to the surface. The cavity contains a quantity of bloodstained pus. A streptococcus is present in direct films, and also in culture. Sinuses: ethmoid, sphenoid, manstoid, all appeared healthy, and no obvious primary focus found. Kidneys: extremely congested. Nothing else of importance, apart from enlarged thymus and lymphoid spleen.
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The interest of this case lies in the following points:-(1) The difficult Aclinical picture presented both in the long chronic stage and in the acute exacerbation which led to the death of the patient.
In the chronic stage the patient was shown to the Members of this Section, but as no help in diagnosis was offered the notes were not published.
(2) The change in distribution of fat, illustrated in the photograph, which gave a false impression of extreme health even when the child was very. weak and ill. History.-Quite well -till measles Christmas, 1927, for which he was in bed two weeks. When he got up he was found to be very weak, more so than could be accounted for by the general condition. The weakness grew worse, so that by February 20 (when first seen) he had to hold on to something in order to stand. Apart from this and getting thinner, he seemed to be well.
He notices there is something wrong, and says: " My top is too heavy for my legs." He has had no pains or paraesthesiae.
Examination.-The limbs are wasted. The gait is that of weak muscle tone. The only abnormalities found are symmetrical weakness of the muscles of the limbs, with absent tendon reflexes, and slight foot-drop.
No sensory disturbance can be made out; there are no trophic skin lesions; sphincter control is normal. There is no muscle tenderness.
Electrical reactions: All muscles tested respond to faradism, with diminished response in the dorsiflexors of the feet.
March 12, 1928.-There is some improvement in gait and in strength of grip.
Tendon reflexes absent.
It seems likely that the condition cannot be explained by simple weakness after illness. There must be a peripheral neuritis. The boy walks and climbs up himself on rising from lying on the floor like a case of muscular dystrophy. But against this diagnosis is the quite definite improvement which has taken place in the last two weeks.
Dr. C. C. WORSTER-DROUGHT said he thought the condition was one of polyneuritis, or more strictly polyneuronitis, since the motor fibres were mainly affected, the sensory fibres having been spared. Peripheral neuritis followed most of the acute specific fevers, and it was recognized that meningitis and myelitis were among the sequele of measles. I It was scarcely necessary to postulate diphtheria; he did not see why polyneuritis should not follow measles.
POSTSCRIPT.-By the middle of April, 1928, the gait had become nearly normal, and the boy no longer climbed up himself (as in a muscular dystrophy). Kneejerks were still unobtainable.
